Following an introductory summary of role theory, this paper examines one element of professional development -that of ROLE NEGOTIATION. Research findings are outlined which provide evidence of the need for developing role negotiation skills within the occupational therapy profession in Canada.
Introduction
Entering a new decade, provides us with an opportunity to project our thoughts to the future. We can speculate on some of the issues that are likely to confront us that will require action on the part of occupational therapists in Canada. Once identified, these issues will become the challenges of the eighties. Effective resolution of these issues by occupational therapists during the decade will influence the future development of the occupational therapy profession. The intent of this paper is twofold. Firstly, to describe a specific approach called ROLE NEGOTIATION that has the potential to facilitate effective resolution of future professional issues. The second purpose of the paper is to indicate how the application of role negotiation strategies by occupational therapy clinicians, faculty and students will influence the direction of occupational therapy during the upcoming decade.
In this paper, the term role refers to both the actual and expected behaviours related to a specific position. 1 An example of one role for occupational therapists is the administration of individual assessments to clients. At present, this is an actual behaviour for therapists and is expected by most supervisors. The negotiation of roles can be defined as a process by which individuals or groups confer in order to agree on the roles to be performed by the involved parties. For occupational therapists, the skill of negotiating roles effectively with health care facilities, universities and governments, will be the focus of professional action as we move into the 80's.
Goslin,2 a sociologist, indicates that individuals who are unaware of the possibility of negotiation strategies, and who have never developed such strategies, are at a distinct disadvantage when they are in situations where negotiation is essential or opportune. Every time occupational therapists discuss changes in their present role, they are involved in role negotiation. Lack of awareness of strategies that can positively influence the outcome of such negotiation, places many of us at a disadvantage. The fact that many other professionals hold inaccurate and often negative perceptions of our profession, may be the result of our lack of skill in role * Assistant Professor, School of Rehabilitation Therapy, Occupational Therapy Division, Queen's University, Kingston, Ontario.
OCTOBER/OCTOBRE 1980 negotiation. This paper proposes that the purposeful development of role negotiation skills will enable us to succeed in the appropriate mediation of our role.
Role theory
A brief summary of role theory will help to explain the delicate balance of role function that evolves in any organization, whether it be a hospital occupational therapy department, a community agency, or an occupational therapy educational program. Role theory will be explained within the interactionist perspective.
Hardy & Conway' in describing this perspective state that, "the interpretation of roles and role behaviour focuses on the meanings which significant acts and symbols have for individuals engaged in the process of interaction". They define role as a set of shared expectations focused upon a particular position; the expectations include beliefs about goals or values that the position incumbent or role occupant is to pursue and the norms that will govern his behaviour. A role sender or role partner is an individual holding a position of interdependence with the role occupant, and possesses Figure 1 role expectations for the occupant. The term role set refers to the cluster of relationships with all the participants of a certain position. The individuals or groups each role set become potential role definers. Figure 1 illustrates these terms, using a paediatric occupational therapist as an example. All of these groups are role senders and constitute the role set of the paediatric occupational therapist who is the role occupant. Bible and McComas 3 suggest that consensus is a vital element in the concept of role. Consensus refers to the degree of sameness in role perception shared by a particular group of role definers. High degrees of consensus result in role consonance for the role occupant, while low degrees of consensus result in role dissonance Two elements of role theory that are most relevant to this discussion are the concepts of role-taking and role-making. Both of these elements can be placed on a continuum, because a delicate balance between both elements is essential to ensure effective role negotiation. Turner4 proposes that role-taking occurs when one's actions reflect an awareness of the generalized attitudes and expectations of others in one's role set. He emphasizes that the process of role-taking does not necessarily infer the adoption of the viewpoint of the other person; however such action is one option open to the role occupant, and reflects conformity to the expectations of others. This action corresponds to the extreme roletaking position. A lesser degree of role-taking is to indicate awareness of the expectations of others, but, after careful consideration, to adopt only those viewpoints of others that will enhance your role and lead to maintainence and improvement of your professional identity. The second element of the continuum is rolemaking which occurs when a person consciously enters into role modification. The importance of this element is, that you as role occupant, are fully aware that your role can be modified and enter into the role negotiation process with a deliberate plan for modification. It is the role-making element of role negotiation that provides for the creative expansion and growth of our professional role. A small amount of role-taking is a necessary ingredient of effective role-making, because without some awareness of the role expectations of others in your role set, proposed alte rnatives for your designated role may fail to complement the roles of others in your role set. To review, there are two elements of effective role negotiation, role-taking and role-making. Excessive amounts of role-taking result in the negotiation of a role that will be tailored to the expectations of others, and as a result will not always be professionally appro-priate. Successful role-making occurs when planned role modification is carefully balanced with an understanding of the expectations of others in your role set.
These concepts relate directly to our profession. O ' S h e a 5 states that historically, "... instead of assuming a proactive stance in determining focus of practice, occupational therapists have tended to accept the professional image fashioned by others...", (p. 101). This statement provides a subtle reference to the tendency of therapists to engage more in role-taking than in creative role-making when negotiating our respective work roles. Such action upsets the balance between role-taking and role-making that is the key for successful professional role negotiation.
Conversely, excessive amounts of role-making often result in the negotiation of a role tailored only to your professional perceptions. As a result, while it may be professionally appropriate, it may be too insular to complement the roles of others in your role set. Such one sided role changes tend to lead to polarization of positions and stalemate in the process of role negotiation.
Awareness, knowledge and practice of role negotiation are necessary to enable one to strike the balance between role-taking and role-making. Five discrete phases of the role negotiation process were outlined by Hardy and Conwayl. These apply to both role-taking and rolemaking, and are:
1. The role occupant initiates behaviour.
2. The response of the `other' in the role set occurs based on personal expectations. 3. Reciprocal interpretations. 4. Changes in response patterns. 5. Validation. As previously indicated, progressing through these phases, using varying proportions of role-taking and role-making can lead to entirely different results. An example of these five phases, adapted from Hardy and Conway, 1 will serve to clarify this description. The physician is the role occupant, and he perceives himself to be the leader of the team. He gives a directive to the occupational therapist to provide passive exercise to a patient who has suffered a cerebral vascular accident. The occupational therapist (who perceives himself to be more knowledgeable than the physician about effective occupational therapy intervention), responds not by agreeing to follow the physician's directive, as might be expected by him but instead by suggesting an alternative therapy such as the use of purposeful activity based on neurophysiological principles. The physician (who momentarily may be surprised that his directive is not accepted) acquiesces to the therapist's suggested alternative. In this instance role-making on the part of the occupational therapist can be said to have occurred. A review of this example indicates that the initiator of the interaction and role occupant exhibited a behaviour generally consistent with that of a physician; this is phase one. The "other", i.e. occupational therapist responded with a behaviour generally inconsistent with that of an occupational therapistthat is, his act "challenged" the authority of the physician. This response was from a member of the physician's role set and constitutes phase two. The physician can be said to have interpreted the attitude conveyed by the therapist and on the basis of his response apparently accepted it as within the norms of his perception of physician-other role which equals phase three. The therapist made explicit an aspect of his self-perceived role as an autonomous professional by defining the treatment he determined appropriate to the patient's need. This is phase four and constitutes role-making. If, over time, both physician and therapist were to continue in this altered pattern of response to the other's role, and relevant others were to accept the realigned role relationship, it could be concluded that the therapist's evolved role was validated, which is the final phase. Concurrently, the physician has engaged in role-taking. Understanding and utilizing the concepts of role-making and role-taking by occupational therapists provides us with a powerful instrument with which to actively design and negotiate appropriate roles.
When role definitions, expectations and performance are incongruous among members of a role set, particularly with those of a superior or of another group, role stress is likely to be present. Hardy and Conwayl emphasized that such a phenomenon is a condition of the social structure of an organization in which role expectations of some powerful members of the role set are unclear, abrasive, contradictory or unrealistic. They elaborate further that role stress includes such problems as role conflict, role ambiguity, role overload, and role incompetence. This concept, although it represents potential hazards of any job, is more likely to occur when one is entering an already established organization, where other roles have been fairly clearly defined and where individuals in the organization are likely to have little accurate knowledge concerning the appropriate roles for the incoming person. Such is the case when an occupational therapist is initially employed in an unfamiliar setting.
These concepts and others related to role seem to have received sparse attention in occupational therapy literature. With the mounting emphasis on prevention of illness, increasing numbers of therapists are becoming involved in community health care. As the emphasis changes, professionals will be faced with the ongoing need to redefine their roles. To do this effectively, occupational therapists will require knowledge of strategies for negotiation. Before discussing strategies, research evidence to support this argument must be provided.
Research Evidence
Four reports will be used as evidence of the need for occupational therapists to become skillful in role negotiation. The Maxwells6 in their study of occupational therapy in Canada, found that the past behavioural tendencies in our profession were characterized by diffidence, dependence, and lack of political acumen. Presence of these characteristics can also be interpreted as inadequate development of traits which are necessary for autonomous negotiation of one's role -confidence, independence, and political discrimination.
This research also stated other findings indicative of OCTOBER/OCTOBRE 1980 general difficulty with role negotiation. A group of occupational therapists and a group of physicians and directors of rehabilitation centres were asked to rank, in order of significance, three problems present in occupational therapy. The following two problems were ranked as first and second by a majority of both groups: 1. The lack of a clearly defined area of competence.
2. The lack of understanding other professions have of occupational therapy. The first problem indicates an unsatisfactory degree of role concensus within the profession, while the second problem reveals inaccurate interpretation by those outside the profession, which may be due to unsuccessful role negotiation on the part of the occupational therapists.
A second research report indicating need for improved role negotiation skills was published by Gilfoyle and Hayes,? in 1979. The study was carried out on a large sample of pediatric occupational therapists employed by school systems in the United States, for the purpose of identifying the current roles and functions of the school-based occupational therapist. In addition to ranking the ten most critical tasks performed by these therapists, in relation to evaluation and treatment of children, the sample also ranked the more indirect tasks which were part of their responsibility. The data indicated that, the therapists' perceptions of their indirect roles had little connection with the process of role negotiation within the school system.
The same research project surveyed school administrators regarding occupational therapy programs in schools. Their responses yielded different results than those of the therapists. In addition to stating the most important areas for occupational therapy in schools with regard to assessment and treatment, the school administrators listed four additional roles of the occupational therapist, which involve role negotiation. These tasks were:
1. Consultation with school personnel. 2. Consultation with parents.
3. Participation at treatment planning meetings. 4. Providing in-service training to school staff. These findings appear to reveal a discrepancy between the expectations of the school administrators and those of the school-based therapists. While the therapists were clear on the importance of roles with regard to assessment and treatment, the need for interpretation and negotiation of indirect roles was seen as less important. On the other hand, the school administrator's responses indicated a more balanced perception of these three areas. Thus, it appears that school administrators are more aware of the need for therapists to spend more time explaining and interpreting the occupational therapist's roles to others, than therapists are themselves. Role-taking therefore might be advantageous to occupational therapists in this case. This interpretation of the responses must be approached with caution because close scrutiny of the initial phrasing of the questions sent to these groups reveals differences that may have biased the responses of both groups toward this interpretation. These differences in phrasing also provide further indications of the lack of awareness of the importance 149 of role negotiation for occupational therapists in school systems, by the questionnaire designer in the Gilfoyle and Hayes study. A third report is that of the CAOT Task Force on the Skill Requirements of an Occupational Therapist. 8 This task force developed a profile which identifies those skills required by an occupational therapist. The profile includes twenty-nine skills required for the development of professional competence. The skill of role negotiation has thus far been omitted from this list of skills. Such an omission can be interpreted as a lack of awareness of the importance of this skill in relation to the future growth of our profession.
The final report that provides evidence of a need for development of role negotiation skills describes recent research conducted by this author 9 in 1979. The purpose of the research was to investigate the roles of pediatric therapists who were employed in the states of Virginia and North Carolina; and to identify any similarities and differences between the roles of those therapists who were employed in traditional pediatric settings such as children's hospitals and rehabilitation centres, and those therapists employed in school systems. The data were collected via a two-section questionnaire completed by 158 participants.
In section I of the questionnaire, respondents were requested to give information related to their jobs. These questions focussed on such issues as length of employment, the occupation of their immediate supervisor, time spent in direct and indirect occupational therapy services, case load, the primary limitation to occupational therapy services, and a list of the services performed.
Section II of this questionnaire contained 41 role statements; the purpose of this section was to have each respondent rank the importance of each role statement with regard to his actual or present role and again, in relation to his desired or ideal role. The ranking took place on two 1-5 scales with 1 indicating very important and 5 indicating not important. These role statements related to both direct roles and indirect roles. The following examples of two role statements will clarify this description: The first role statement is an example of an indirect role. The respondent circled 5 beside ACTUAL ROLE indicating that in his present role, the establishment of appropriate case loads was of no importance; beside DESIRED ROLE he has circled 2 indicating that establishing appropriate case loads was of importance in her desired role. The fact that there is a difference in the ranks given, reveals a discrepancy between the respondent's actual and desired role. Such a discrepancy is referred to by Hardy and Conwayl as role dissonance. Dissonance in a majority of job-related roles gives rise to role conflict and role stress.
Example 2 illustrates a direct role. The respondent circled the same number, # 1, beside ACTUAL ROLE and DESIRED ROLE. In both responses, the role of administering appropriate individual assessments was considered to be very important. When the same number is circled on both scales, role consonance exists with regard to that specific role statement. Consonance in a majority of job-related roles indicates that effective role negotiation has occurred between the therapist and his superior.
Statistical analysis of the collective responses provided a measure of the extent of role discrepancies that existed in the sample under study for each of the 41 role statements. When the responses of paediatric therapists in traditional settings were calculated in relation to those of therapists working in schools, the following twelve role statements repeatedly indicated role discrepancies at the .05 level of statistical significance:
Establishing case load ratios.
Acquiring appropriate space.
Ensuring appropriate budget guidelines.
Formulating O.T. policies & procedures. Communicating these to appropriate administrators. Contacting doctors.
Attending team meetings for completed referrals.
Interpreting assessment results to others. Scheduling time to make adaptive equipment.
Conducting sessions for parents.
Collaborating with team members. Ensuring on-going needs assessments.
The importance of these findings is threefold. Firstly, the skills of role negotiation are required for successful performance of each of these listed roles. All of these roles are indirect roles, the first five involving administrative roles and the last seven involving indirect roles related to treatment. Role statements involving direct assessment and treatment indicated no discrepancies. Role consonance was indicated in these areas. Secondly, these role statements indicated a statistically significant discrepancy for paediatric therapists regardless of whether they were in a traditional work setting or in a school system. Thirdly, the discrepancies were greater for each of these role statements for occupational therapists working in schools than for those working in traditional settings.
In summary, paediatric therapists in many types of work settings indicated a discrepancy in twelve statements all of which required the skills of role negotiation. The extent of the discrepancy was greater for therapists working in schools than for those in traditional settings, lending support to the suggestion by Maxwelllo and Martinll that role negotiation is likely to be more difficult in community agencies than in more traditional settings such as hospitals. While role consonance has been achieved in the more clearly defined areas of occupational therapy assessment and treatment, role dissonance exists in those areas requiring negotiation of roles. These four reports have offered evidence of a need for increased development of role negotiation skills within the profession of occupational therapy. The presence of such evidence indicates a need to discuss some effective strategies for use in the negotiation of our respective roles.
Role Strategies
Nierenburg 1-2 proposes four major role negotiation strategies. The first strategy is that of identifying HIDDEN ASSUMPTIONS that may be held by either party. These assumptions are an integral part of the negotiation process. An individual enters a negotiation of great disadvantage if he fails to, identify his own prior assumptions and fails to anticipate the assumptions of the other party. Hidden assumptions are a potential source of misunderstanding as Figure 3 will illustrate. The director of a senior citizens centre is discussing the potential role for an occupational therapist in that agency. The therapist has assumed that this director wishes to employ a therapist in his senior citizen's centre, located in the community. The director has assumed that his clients will receive treatment from the occupational therapist in a hospital. Chances for successful negotiation of roles are remote unless these assumptions are identified and clarified. Another strategy suggested by Nierenburg 13 is to identify what goals are held by both parties on entering negotiation. If your goals for your role are similar to those of your administrator or supervisor, the process OCTOBER/OCTOBRE 1980 of role negotiation will be greatly facilitated. Clarification of the goals of each party and the extent to which they differ, avoids irrelevant discussion and misunderstanding. An example of differing goals in the role negotiation process is provided by Figure 4 . The example again refers to the director of a senior citizen's centre and an occupational therapist wishing to find employment in a community setting. The director sees an opportunity to remove his less able clients to a hospitalbased program while the therapist's goal is to initiate occupational therapy services in the agency. Proceeding with the process of role negotiation when goals are so divergent, can only lead to the unsatisfactory negotiation of roles. Having been provided with examples of how divergent hidden assumptions, and goals can impede the process of role negotiation, it is easy to reverse the process, and realize how early identification and clarification of these 2 elements facilitates the process. The negotiator who initially identifies hidden assumptions and goals has a distinct advantage over the other party because he can direct the course of the negotiation in a way designed to meet his goals.
The third strategy is to develop a delicate and discriminating sense of timing. Examples of this strategy are: i) knowing when to seize an advantage, ii) knowing when to forego a seeming advantage, in favour of a possible later one of greater magnitude; iii) surprise, which involves a rapid shift in strategy, iv) the setting of limits, eg. time limit, limited agenda and restricted communications.
The final strategy for effective role negotiation is that of questioning techniques. Five functions of questions, outlined by Nierenburg 14 are: 1. To cause attention. 2. To obtain information. 3. To give information. 4. To start thinking. 5. To bring to a conclusion. The strategy of questioning offers two advantages during the negotiation process. Firstly, it allows the role occu-ROLE NEGOTIATION IMAGE IDENTITY pant to prepare a series of functio-nal questions ready for use during the process of role negotiation. Secondly, the availability of prepared extra questions allows one to exercise an element of control over the conversation.
Conscious use of these four strategies allows us, as therapists, to exert influence on others. Ethical use of such tools can place us in a positive position, whereby the process of role negotiation results in the creation of innovative occupational therapy roles.
Having briefly outlined some techniques that can be useful in the process of role negotiation, it is time to examine the future implications of the increased use of such strategies.
Directions for the Eighties
Obviously, development of the profession up to now, indicates the presence of some level of effective role negotiation, however, the research evidence suggests that this skill is underdeveloped and underutilized. Similar findings concerning two other elements of professional growth were reported by O'Shea 5 in 1977. These elements were professional identity, and professional image. This paper proposes that these three distinctive elements combine to form a vital interdependent linkage as shown in Figure 5 . Once a strong professional identity and a positive professional image have been developed, the next step is to employ role negotiation skills to further develop professional roles. 
Professional Development
The planned development and use of each of these elements provides us with powerful tools which will help us to improve our performance as initiators and negotiators in our work roles. It is these skills which will facilitate effective resolution of professional issues that are confronting us now as we enter the 80's. What are some of these issues? Fortunately they have been provided to us by the work undertaken by 97 colleagues and resource people on our behalf at the Occupational Therapy Symposium held in Toronto in 1978. Eleven professional issues were ranked in order of importance by the symposium participants. Interaction with government 2
Communication within the profession 3
National-provincial liaison 4
Professional development 5
Trends in health care delivery 6
Positive public image development 7
Professional education 8
Graduate education development 9
Women: changing attitudes 10
Utilization of the "new assistant" 11
Integration of the "new assistant" Symposium Proceedings, Feb. 1978, p. 4.14 It is these issues which will constitute the directions for the decade. In part, the successful resolution of these issues, on an individual and collective basis, will influence the future viability of our profession in Canada.
Bearing in mind the previous discussion of role theory and role negotiation strategies, examination of this list of issues reveals that a possible common denominator for effective resolution is role negotiation, at all professional levels. The transactions may occur between subgroups of the profession such as #3 -national-provincial liaison and #8 -graduate education and between the profession and outside agencies such as # 1interaction with government and #5 -trends in health care delivery. Examples of such negotiations will be given which encompass both types of transactions. They are designed to offer a glimpse of the positive implications of developing and utilizing role negotiation skills. An example of increased role negotiation between sub-groups within the profession could be transactions to arrive at agreement between the nine university-based occupational therapy educational programs with regard to the planning and implementation of graduate level degree programs. Agreement is required with regard to the optimum number and location of such programs and the relevant subject areas required. The Maxwells6 p r o p o s e d s u c h action in their research report in 1977, however, moves in this direction have yet to be initiated.
Another example within the profession is that of the opportunity for partnership between the provincial professional societies with the national association. Five provinces have already successfully completed the agreement of such an alliance. Our professional unity and strength will be greatly enhanced when the remaining provinces have entered into similar agreements. The final example of influential inter-professional role negotiation occurs between occupational therapy students and clinicians and faculty. This example is particularly important because these negotiations have subtle yet far reaching professional consequences. Firstly, these encounters are critical because students can contribute innovative ideas which lead to improvement of both the academic and clinical components of the educational programs Secondly, there is a vital need for students to receive an opportunity to develop and practice role negotiation skills and to have effective role models from whom to learn this skill.
Examples of negotiations between the profession and outside agencies can also be given. Because the issues of health fall within the jurisdiction of provincial go-152 vernments, role negotiation between clinicians and provincial governments will gain in importance. The Ministry of Health in Ontario has regionalized the province and developed District Health Councils. Appropriate professional representation on these councils for occupational therapy needs to be negotiated.
A second example of role negotiations between the profession and outside agencies is between clinical therapists and such community agencies as chronic care centres, nurse ry schools, and retraining workshops for the physically and developmentally handicapped. As innovative occupational therapy practice evolves in the areas of stress reduction, architectural accessibility, and improvement of work environments, role negotiation will become increasingly impo rtant. One area that shows great potential for role development is the expansion of paediatric occupational therapy in school systems across the count ry. With these examples, the potential implications of the increased use of role negotiation skills becomes clear.
In conclusion, the directions for the decade have been proposed by a large group of our colleagues. They can be brought into sharper focus with the aid of the following model, shown in Figure 6 . The hub of these directions will be a positive professional identity, the projection of a positive professional image and positive role negotiation skills. The development of these skills among the various participants and sub-groups that comprise our profession will result m a closer, more communicative linkage between these groups, represented by the circle. Emanating from these groups will be increasingly diversified issues or directions, each of which will carry major professional implications. Some of these directions have already been discussed and are illustrated by the arrows in the model. As this model is three-dimensional, some of the arrows or directions remain out of sight. This leaves room for individuals and groups to establish their professional directions for the decade. Many of these will warrant sharing through your professional associations, while others may occur at a personal level.
Alvin Toffer 15 suggests that the eighties will be a period of accelerated change and increased diversification. He provides vivid details on these two points in his current book, "The Third Wave". While the diversity inherent in our profession will likely prove to be an asset, the speed with which changes must occur, will prove to be a major challenge. The occupational therapy profession will meet this challenge by using forethought, planning and effective role negotiation. In this way we will continue to be prominant contributors to the health care of the citizens of Canada
